COORDINATION OF BENEFITS QUESTIONNAIRE

Subscriber Name: (Last Name, First Name, M) Certificate Number
Subscriber's Address Social Security Number
City State Zip Code Date of Birth
Marital Status:
U Single U Married U Legally Separated U Divorced Gender:

If applicable, please submit a copy of any court order placing responsibility for health U4 Male Q4 Female

coverage for dependent children.

IF YOU ARE MARRIED, PLEASE ADVISE AS TO THE FOLLOWING:
Spouse's Full Name (Last Name, First Name, M1) Isyour spouse employed,

QO YES UNO
If yes, please advise as to the following:
Spouse's Date of Birth (mm/dd/yy) Employer's Name Employer's Phone #
(

Spouse's Social Security Number Employer's Address

PART B - SUBSCRIBER EMPLOYER'SINFORMATION

Employer's Name
U Active U Retiree

Employer's Address

City State Zip Code Employer's Phone #
(

OTHER INSURANCE COVERAGE

Areyou or any member of your family covered by another (other than GHI) Group Insurance Plan or Medicare?

O NO (Pleasesign below and return.)
U YES (Please sign below and complete PART C, where applicable on this form and return)

Any person who knowingly and with the intent to defraud any insurance company or other person files a statement of
claim containing any materially false information, or who conceals information for the purpose of mideading any fact
material thereto, commits a fraudulent insurance act, which is a crime, and shall be subject to a civil penalty not to exceed
five thousand dollars and the stated value of the claim for each violation.

CERTIFICATION

| certify that the information given is correct and authorize release to or by GHI, of any information necessary to process any
claim. | also certify that benefits are not available under any other group plan except as indicated, where applicable in PART C of
thisform.

Signature Date Signed

PO Box 1701, New York, NY 10023



COORDINATION OF BENEFITSQUESTIONNAIRE

PLEASE COMPLETE THIS SECTION ONLY IF YOU OR ANY MEMBER OF YOUR FAMILY HAS OTHER THAN GHI
INSURANCE COVERAGE

PART C: OTHER INSURANCE INFORMATION

Note: If morethan one other insurance policy isin effect pleaselist below all other insurance coverage available.

Name of person who is the subscriber, insured or policy holder of the other insurance

Name(s) of the company/union or employer providing the other coverage

Address

City State Zip Code Phone Number
( )

Name of Insurance Carrier Insurance Carrier's Phone Number
( )

Policy/Group Number Effective Date of Coverage (mm/dd/yy)

Contract Type:

U Single A FamilyQ Parent/Child O Husband/Wife Q Other

MEDICARE COVERAGE

Areyou, or any member of your family covered by Medicare? U YES UNO

If yes, please complete the following:

SUBSCRIBER'SINFORMATION SPOUSE or FAMILY MEMBER'SINFORMATION
Medicare Number Medicare Number

Effective Date Part A Effective Date Part A

Effective Date Part B Effective Date Part B
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